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F 000 | INITIAL COMMENTS F 000 .
F000: All deficiencies were corrected by 5t
15-05
Compiaint #4494 was not substantiated, however
additional concemns were identified during the
investigation. See Cade of Federat Regulations ( )
42 CFR) Part 483, Subpart B-C. F323: Humboldt Care Center North will
. continue to ensure that the resident’s
Correction Date environment remains as free of accident
hazasds as is possible.
323 | 483.25(h)(1) QUALITY OF CARE F 328 )
55=B 1. All nursing staff were retrained regarding
The facility must ensure that the resident HCCN policies regarding locking the
environment remains as free of accident hazards medication carts when not in direct view, as
as is possible. well as keeping the medication room doors

locked at all times when not in use. Staff
were retrained regarding the storage and
handting of oxygen containers and

’ ipm maintain . Thi

Based on obsarvations and staff interviews the inservice \t»:; h:llcrllt:n sﬁfgtg ?
facility failed ensure that the resident environment ’
ramainad as free of accident hazards as possible.
The faciiity falled to store all oxygen tanks in an
upright and secured manner, and failed to keep

This REQUIREMENT is not met as evidenced by

L

2. The Director of Nursing and/or designe;
will do daily rounds and random audits of|

medication carts and medications store rooms the medication rooms, medication carts and
locked at all times when not supervised. oxygen storage.

Concerns noted for two of three nurse's stations

and three of four resident hellways. The facility 3. Ongoing compliance with this regulatiop
reported a census of 56 residents. will be moaitored by the facility Quality

_ Assurance team monthly.
| Findings include:

| 1. Observation on 4/27/05 at 455 a.m, revealed
the north medication room doer stood in an open. .

position, the medication cart in the north nurse's HEALTH FACILITIES

station sat uniocked and a ring of keys sat on the -

%l‘l% nurse's station. Observation revealed no staff in JUN § & 2003

M/ sight. The medication cart conteined medications

for twenty-two rasidents.
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Any deficiency staternant énding with aénﬁarlsk (*) denctes a deficlency which the institution may be excusad from comecting providing it is determined that
other safeguards provide sufficient pretection to the patients. (See instructions.) Excapt for nursing homes, the findings stated sbove ara disclosable 90 days
fotiowing the date of survey whether of not & plan of corraction is provided, For hursing homes, the above findings and plana of comrection are disciosable 14
days following the-date these documents are made available 1o the facility. if deficiencies are cied, an approved plan of comection is requisite to continued

program participation,
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The open medication rcom contained the
following medications in punch cards in open
crates on the counter.

a) 166 viats of ipratropium Bromid £.02%,
inhalation solution '
b) 10 Propaxy-APAP
¢) 30 Lorazeparn 0.5 my (miliigram)

d) 8 Lorazepam 0.5 mg

e) 10 Coumadin 2 mg

f) one/haif tablet of Augmentin 875 mg
g) 14 Remeron 15 mg

h) 1 Warfarin 2.8 mg

I} € Prevacid 30 mg

[} 12 Tylencl 325 mg

k) 10 Tylanol 325 mg

1) 23 Cephalexin 500 mg

m) 1 Plavix 78 mg

n} 17 ibuprofen 200 mg

) 3 Warfarin 1 mg

p) 18 Warfarin 2 mg

q) 11 Potassium 10 millequivelent (mEg)
t) 5 Fermrous Sulfate 325 mg

s) 10 Risperdal 0.5 mg

t) 18 Fluoxetine 20 mg

.u) 5 Aspirin 81 mg

v) 5 Digoxin 0.25 mg

w) 6 Lasix 40 mg

x} 6 Metoprolol 25 mg

y) 6 Theragram

2) 5 Lescol XL

22) 14 whole tabiets and 14 half tablets Fibercon
500 mg _

bb) 12 Augmaentin 875 mg

cc) 12 Loperamide 2 mg

dd) 1 Cephalexin 250 mg

| e®) 44 Acetaminophen 325 mg

| f) 23 half tablets of Remeron 15 mg
i ag) 52 Tylenol 650 mg
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hh) 4 Warfarin 3 mg

iy 8 Zoloft 100 myg

i} 16 Dovan 160 mg

kk) 16 Cardizem SR 120 mg

Il) 16 Furosemide 40 mg

mm} 16 Levothroid 100 myg

nn) 4 Augmentin 875 mg

o0) 4 Augmentin 875 mg

pp) 15 Prednixone 5 mg

qq) 16 Pepcid 20 mg

i) 18 Fametidine 20 mg

ss} 3 Aspirin 325 mg

i) 3 Fenrous Sulfate 325 mg

uu) 18 Acetaminophen 325 mg

w) 5 rectal suppositories of Phenasoz 25 mg
ww) 7 Warfarin 2 mg

xx) 1 bottle of Tobra Dex eye drops

The open medication room contained the

following medications In unlocked cupboards: |

a) 1-80 grain tube of Triamcinolone Acetonide

b) 2-2 ounce tubes of Bengay

c) 1-3 ounce tube of Trolamon Salicylate pain
relief cream

d) 2-1 ounce tubes of Triple Antibiotic
Ointment

e) 1-1 ounce tube of Bacitracin

f} 9 botties of Guiatuss cough surup

g) 4-10 cunce bottles of Docusate Sodium
liquid stool softener

h) 1 Advair disk

i) 1-527 grain jar of Glycolax

J) 300 Antacid lablets

k) 1 bottie of Milk of Magnesia

1) 7-1 pint botties of Guiatuss cough surup

m) 120 Calciurn supplement tablets

n) 1-14 ounce jar of Ganfiber powder laxative

o) 120 Fiber Con Lax tablets

F 323
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p) 100 Ferrrous Sulfate 325 mg

g) 300 Senna-Gen Senokot 8.6 mg
r) 12 Aspirin 81 mg

s) 300 Tylenol 325 mg

t) 100 Docusata Sodium 100 mg
u) 200 Aspirin 326 mg

v) 1 bottle Kaopectats

The open medication room contained the
following chemicals in unlocked cupboards:

a) 16 ounce bottle of Hydrogen Peroxide with
a warning, "For external use only. Keep out of

eyes. In case of accidental ingestion seek
professional assitance or contact Poiscn Control

Center immediately.”

b) 16 ounce bottle of Rubbing Alcohol with 2
warming, "Flammable. If swallowed get medical

help or contant a Poison Control Genter right
away."
¢) 1 bottie of Selsum Blue medicated
shampoo

The open medication room contained the
following medications in the unlocked refrigerator.

a) 2 botties of Tuberculin

b) 5 botties of Xalatan

c} 2 bottles of Apilisoi

d) 86 Biscodyl Suppositories
) 30 Tylenol Suppositories

When interviewed on 4/27/05 at 5:00 a.m. 2
registered nurse, Staff A stated he/she left her
keys to the medication cart and the medication
room laying on the open nurse's station counter
when hefshe left the area, Staff A also verified
isaving the medication room door open and the

1 medication cart unlocked. Staff A stated he/she
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walked to the end of the hallway and went into a F467: Humboldt Care Center North will
resident's bedroom to give a resident medication continue to maintain adeguate outside
and to take a resident's temperature. ventilation by means of windows, or
mechanical ventilation, or a combination of
both.
2. Observation on 4/27/05 at 5:40 a.m. revealed
an unlocked medication cart left in the southwest A
resident hallway. Obsarvation revealed a ficensed :.{CC}.Insmoﬁc;had ':i;t'ﬁedt;h‘:::th;r ‘;]w:re
practical nurse, Staff B in a resident's bedroom ingering odors on the southwest haway
with the privacy curtain pulled between the nurse and had ruled out ventilation inadequacy.
and the bedroom door. The nurse failed to lock HCCN had further identified that a specific
the medication ¢art when she left it unsupervised resident, who lives on the southwest
in the hallway, hallway, was having strong, lingering odors
¥
despite normal hygiene and housekeeping
3, Observation on 4/27/05 at 5:45 a.m. revealed efforts, just prior to the time of this
an oxygen tank in an unlocked cleset In the complaint survey.
southwest resident hallway. The oxygen tank sat
laaning in the comer of the cleset. The faciiity L
failed o store this oxygen tank in an-upright and The sfaﬂ‘had d.e vdo.pea ar'ad 1mt.1ate:d  pign
sacured manner of action for this resident including:
’ hydration program; ruled out UTI;
. enhanced daily housekeeping in the room;
l/é gli; 483,70(h)(2) PHYSICAL ENVIROMENT F487| | v wheclchair cushions and sling seat;
' The facility must have adequate outside "e.w.mmes: ;ha"d whirlpool lzaths 2
ventilation by means of windows, or mechanical minimum of three times weekly, as
ventilation, or a combination of the two. tolerated. As :1;‘;*' Zbi“_ a!l_Ofct;le t;bo"e
! : interventions n initiated, the
' This REQUIREMENT is not met as evidenced by matiress had been ordered but bad not yet
: ' arrived at the facility. The staff had also
Based on observation and staff interviews the planned to request further testing and
facility failed te controll odors for one of four possible medical interventions from her
resident hallways. The facility reported & census physician at his next visit, planned for
of 86 residents. 4/27/05. The physician did see this resident
e ) on rounds on 4/27/05 after the surveyor
Findings include: exited the building and did order
1. Observation on 4/26/05 at 2:06 p.m_ revealed a medication.
strong urine odor in the southwest resident i
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haliway. Ongoing compliance with this regulation
will be monitored by the facility Quality
When interviewed on 4/26/05 at 2:06 p.m. the Assurance feam monthly.
Director of Nursing and the Environmental The facility had identified and developed 3n
Suparvisor verified the urine odor and stated they effective plan of action prior to the time of
had be“en battfing the urine odor for a couple of this survey and this information was shared
weeks". with the surveyor on 4/26/05 and 4/27/05.
Observation on 4/26/05 at 6:15 p.m. revealed a
strong urine odor in the southwest resident
hallway.
Observation on 4/27/05 at 4:45 a.m. revealed a
strong urine oder In the southwest resident
hailway.
L
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